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Billing Changes for Free-Standing End Stage
Renal Disease Clinics Effective July 1, 2004

Effective for dates of service (DOS) on and
after July 1, 2004, Wisconsin Medicaid will
require Free-Standing End Stage Renal Disease
(ESRD) clinics to indicate on the claim detail
the individual dates on which ESRD services
are provided.

These billing changes are made in conjunction
with the new Health Insurance Portability and
Accountability Act of 1996 (HIPAA)
standards.

These Medicaid billing changes also occur in
conjunction with Medicare’s claims processing
changes. See the Medicare contingency plan at
www.cms.hhs.gov/medlearn/matters/
mmarticles/2004/MM3031.pdf for more
information about Medicare’s claims processing
changes.

Ifindividual DOS are not included on a
Medicare crossover claim, providers will need
to adjust the Medicaid claim, indicating the
individual DOS, and resubmit it for processing
by Wisconsin Medicaid.

A provider’s claim may be denied or a provider
may not receive full Medicaid reimbursement if
individual DOS are not submitted.

Providers who have general questions about
submitting claims for ESRD services may call
Provider Services at (800) 947-9627 or
(608)221-9883.

Electronic Claims

Providers submitting electronic claims using the
837 Health Care Claim: Institutional (8371)
format will indicate individual DOS on the claim
detail. Wisconsin Medicaid will allow a range of
dates on a claim detail only when an identical
service is performed on consecutive days. For
example, a provider may bill the 0821 revenue
code using a date range of July 1, 2004, through
July 14,2004, only if hemodialysis is provided
on all of those 14 days.

Paper Claims

Providers submitting paper claims may indicate
up to four individual DOS per detail. See
Attachment 1 of this Wisconsin Medicaid and
BadgerCare Update for a Medicaid-only
paper claim sample and Attachment 2 for a
Medicare crossover paper claim sample.

Questions pertaining specifically to the 8371
format may be directed to the Electronic Data
Interchange (EDI) Helpdesk via telephone at
(608) 221-9036 or via e-mail at
wiedi@dhfs.state.wi.us.

Information Regarding Medicaid
HMOs

This Update contains Medicaid fee-for-service
billing requirements and applies to providers of
services to recipients on fee-for-service
Medicaid only. For Medicaid HMO or managed
care policy, contact the appropriate managed
care organization. Wisconsin Medicaid HMOs
are required to provide at least the same
benefits as those provided under fee-for-service
arrangements.

Department of Health and Family Services
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ATTACHMENT 1
Sample UB-92 Medicaid-Only Claim for
Free-Standing End Stage Renal Disease

APPROVED OMB NO. 0938-0279
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IM BILLING HOSPITAL : 3 PATIENT GONTROL NO
321 HOSPITAL RD 12343CD 721
ANYTOWN, WI 55555 5 FED. TAXNO. 6 STATEMENT COVERS PERICD 7COVD| BNCD | §CID. [ 10LRD| 1
(555) 321-1234 070104 [072904 [ 13
T2 PATIENT NAME 13 PATIENT ADDRESS
RECIPIENT, IMA H.
14 BIRTHDATE SEX[16MS| e AOMIBSION 1ok | oo gec |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. M SONDITION CODES 31
3 OCCURRENCE 3 OCCURRENCE OCCURRENCE SPAN ar
CODE DATE CODE DATE FROM THROUGH A
Zl—
B VALUE CODES . VALUE CODES
CODE AMOUNT AMOUNT
a
b
c
d i
42 REV. CD. | 43 DESCRIPTION 44 HCPCS /RATES 45 SERV.DATE |46 SERV.UNITS |47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
0270| ADMIN SUPPLY - IV A4657
07/01, 07/05, 07/10, 07/15 4 2:00
07/19, 07/24, 07/29 3 150
0634| ERYTHROPOIETIN (EPO LESS Q4055
THAN 10,000 UNITS)
07/01, 07/17 2 80:00
0250| VANCOMYCIN 500 MG 33370
07/01, 07/03, 07/05, 07/08 4 28.12
07/10, 07/12, 07/15, 07/19 4 28.12
07/22, 07/26, 07/29 3 21.09
0821 | HEMODIALYSIS 90937
07/01, 07/03, 07/05, 07/08 4 506.16
07/10, 07/12, 07/15, 07/17 4 506.16
07/19, 07/22, 07/24, 07/26 4 506.16
07/29 1 12654
0001 | TOTAL CHARGES 1805.85
50 PAYER 51 PROVIDER NO. Atoedl 51 PRIOR PAYMENTS 55 EST AMOUNT DUE 56
T19 MEDICAID 87654321 Vib'
57 D ROM PA
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 52 INSURANCE GROUP NO
1234567890
63 TREATMENT AUTHORIZATION CODES #ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
6TPRINDIG | oo g lcone  piso DTG DIAG CODES MoooE i 76 ADM. DIAG. CD. | 77 E-CODE 7
585 99662 28521
79 0 [P0 PANGPALPROCEDRE BT ool R PROGEDURE 2 ATTENDING PHYS. D
COD(E)THER PR?CEDUHDEATE CoDE | DATE 83 OTHER PHYS. ID
86 REMARKS OTHER PHYS. ID
%5 PROVIDER REPRESENTATIVE T DATE
X Ima H. Provider 8/16/04

UB-92 HCFA-1450

OCR/Original

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

!
|

Wisconsin Medicaid and BadgerCare Service-Specific Information ® May 2004 @ No. 2004-42
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ATTACHMENT 2
Sample UB-92 Medicare Crossover Claim for
Free-Standing End Stage Renal Disease

(Attach Medicare remittance advice to claim form.)

APPROVED OMB NO. 0938-0279
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IM BILLING HOSPITAL : 3 PATIENT GONTROL NO
321 HOSPITAL RD 12343CD 721
ANYTOWN, WI 55555 5 FED. TAXNO. 6 STATEMENT COVERS PERICD 7COVD| BNCD | §CID. [ 10LRD| 1
(555) 321-1234 070104 [072904 [ 13
12 PATIENT NAME 13 PATIENT ADDRESS
RECIPIENT, IMA H.
14 BIRTHDATE SEX[16MS| e AOMIBSION ok | oo gec |21 0 HR[22 STAT| 23 MEDICAL RECORD NO. M SONDITION CODES 31
3 OCCURRENCE OCCURRENCE OCCURRENCE SPAN ar
CODE DATE CODE DATE FROM THROUGH A
Zl—
] VALUE CODES - T i VALUE CODES
CODE AMOUNT i CODE. AMOUNT
a
b
c
d i
42 REV. CD. | 43 DESCRIPTION 44 HCPCS /RATES 45 SERV.DATE |46 SERV.UNITS |47 TOTAL CHARGES 48 NON-COVERED CHARGES |49
0270| ADMIN SUPPLY - IV A4657
07/01, 07/05, 07/10, 07/15 4 2,00
07/19, 07/24, 07/29 3 1.50
0634 ERYTHROPOIETIN (EPO LESS Q4055
THAN 10,000 UNITS)
07/01, 07/17 2 80:00
0250| VANCOMYCIN 500 MG J3370
07/01, 07/03, 07/05, 07/08 4 2812
07/10, 07/12, 07/15, 07/19 4 28.12
07/22, 07/26, 07/29 3 21.09
0821 | HEMODIALYSIS 90937
07/01, 07/03, 07/05, 07/08 4 506:16
07/10, 07/12, 07/15, 07/17 4 506:16
07/19, 07/22, 07/24, 07/26 4 506:16
07/29 1 126,54
0001 | TOTAL CHARGES 1805:.85
50 PAYER 51 PROVIDER NO. Atoedl 51 PRIOR PAYMENTS 55 EST AMOUNT DUE 56
MEDICARE 123456789 Vib'% 1540:68
T19 MEDICAID 87654321 y|y
57 D RO o
58 INSURED'S NAME 59PREL| 60 CERT. - SSN- HIC. - IDNO. 61 GROUP NAME 52 INSURANCE GROUP NO
1234567890
63 TREATMENT AUTHORIZATION CODES #ESC| 65 EMPLOYER NAME 66 EMPLOYER LOCATION
67 PRIN DIAG CD 68 CODE i : moove g OTERONC CO0 300 TCODE_ yii 76 ADM DIAG. €D | 77 E-GO0E 78
585 99662 28521
79 0 [P0 PANGPALPROCEDRE T gl TR BURE 8 ATTENDING PHYS, ID
COD(E)THER PR?CEDUHDEATE CoDE DATE 83 OTHER PHYS. ID
86 REMARKS OTHER PHYS. ID
%5 PROVIDER REPRESENTATIVE T DATE
X Ima H. Provider 8/16/04

UB-92 HCFA-1450

OCR/Original

| CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

!
|

Wisconsin Medicaid and BadgerCare Service-Specific Information ® May 2004 ® No. 2004-42




